Dr. J. E. M. Wigley: I have also seen cases in which the tonsils were condemned and removed, without any benefit to the patient, even after a considerable time. With short treatment arsenic has not produiced any appreciable improvement.
Dr. F. Hellier: A short time ago I saw a man with an injury in his palm which had developed into a lesion resembling acrodermatitis. There was definitely a history of trauma and I considered the condition to be dermatitis repens. My particular problem was to decide whether this was an industrial disease or not. How does one distinguish between the condition which follows trauma and is usually on the fingers and this other condition wvhich is more common in the palms and is definitely spontaneous in origin?
The President: The case might be cultured. A positive result should decide the question between acrodermatitis and industrial dermatitis.
Dr. H. W. Barber: I think the case to which Dr. Hellier referred must have been one of true acrodermatitis continua of Hallopeau, which corresponds to the dermatitis repens of Crocker. This condition was studied by Professor Eyre and myself. There is nearly always a history of injurv, and from its site a pustular eczematous eruption spreads, and may become generalized. The investigationw of Professor Eyre, Dr. Embleton, and myself suggest that a virulent strain of Staphylococcus atureuts is responsible, which grows in media usually inimical to staphylococci.
GRANULONIA ANNULARE
Dr. L. Forman: Discussion of the therapy of any disease should be guided by its known or projected atiology, which, in this disease, is still unsettled although most attention has been directed towards its relation to tubercuilosis. Tubercle bacilli have been found in sections on rare occasions only (Dittrich [1] ). Most of the arguments are based on associated vTisceral and skin tuberculosis. Thus three cases of Halliwell and Ingram [2] had lesions of lupus vutilgaris, and occasional references are made to associated papulo-necrotic tuberctulide and sarcoid. Two cases out of seventeen of mine had significant findings. One girl of 20 vears who had had granuloma annulare for four years developed a pleurisy, not proved to be tuberculous. Another girl had X-ray evidence of enlargement of the hilar glands; againi not proved to be tuberculous. Tuberculin reactions recorded show a high proportion of negative results but the discussion of their significance would be out of place here.
X-ray examination of the chest of a series of cases by Epstein [3] did not give any significant evidence in favour of tuberculosis.
In my series of 17 cases, five showed clinical evidence of infection of the nasopharynx (four had septic tonsils, and the fifth a chronic antrum). Four cases gave a strong positive reaction to haemolytic streptococcal vaccine injected intracutaneously, so that a coccal -etiology might be argued.
It is accepted that granuloma annulare does often spontaneously remit and that relapses are frequient, usually at the edges of the original lesions. The patients are in good health with no general toxaemia-there is no loss of weight or energy-and the development of any frank tuberctulous disease must be uncommon. I have come across one case in a limited search of the literature, of a papulo-necrotic tuberculide appearing a year after the appearance and treatment of granuloma annulare. We -are dealing, therefore, with # benign condition; if it is associated with visceral disease (tuberculous or otherwise) these lesions remain cryptic and show no subsequent extension or systemic involvement.
A tuberculous focus should always be looked for, the sedimentation rate estimated, and the appropriate general treatment instituted. Further, the possibility of a septic focus should be remembered. One case, a girl of 8 years, with numerous nodules on the limbs, improved when the nodules were injected with streptococcal vaccine, but did not clear up until enlarged and chronicallv inflamed tonsils were removed.
Should then the lesions be treated at all, in this benign and often self-limited condition?
The answer might be "Yes ", if onlv for cosmetic reasons. The array of successful methods of treatment in uise. indicate their non-specificity.
Occlusion with strapping, providing some degree of rest and protection to the affected area of skin has been advocated. I have not had experience of this method, but Franklin [4] has had favourable results.
Some cases of granuloma annulare show slight atrophy when they heal; this is not surprising when there is such extensive destruction of the collagen seen in some sections. Many of the methods of treatment may add to this atrophy, e.g. blistering doses of ultraviolet light and carbon dioxide snow.
X-ray treatment in half skin doses, is often effective but the disease may recur, and in my opinion it is not justifiable to repeat such doses, particularly in children. Thus in one case quoted by Michael, 2%2 pastille doses were given in a single dose without benefit. Gold therapy has been suggested, but the use of this dangerous agent is not indicated. The same comment could be made on the use of sulphonamide, and the results quoted by Coombes and Canizares [5] have been unfavourable.
In an attempt at specific therapy, those who favour the tuberculous aetiology of granuloma annulare, have injected Old Tuberculin locally with favourable results. The risks of such therapy are not great. The success, as in other methods, may well be the production of a local inflammatory hyperaemia. In one case, reported by Michael [6], a subcutaneous injection of tuberculin (0.05 c.c. of 1 :1000 dilution of Old Tuberculin) given for a relapse of granuloma annulare, resulted in a marked local lymphangitis and there was a moderate systemic reaction. The granuloma annulare disappeared although no focal reaction appeared.
The subcutaneous injection of tuberculin should be criticized on the grounds that it might produce a general reaction and activate a tuberculous focus, present in a number of people. Such a focus may or mav not be of significance in the altiology of the granuloma annulare.
Believing in the possible streptococcal aetiology, Barber and I have treated our cases by the injection of hUnmolytic streptococcal vaccine into the lesions of granuloma annulare. This method has the merit of safety, and I do not remember any evidence of more atrophy than that which might be expected in the natural resolution of the condition. The results are good; in six cases followed up, a cure was obtained in periods of two weeks to four months. The time was prolonged in cases showing numerous lesions or in patients who attend irregularly, for only a small number of lesions were treated at any one time. The patients who were sensitive to the vaccine and therefore showed a marked local reaction gave the most dramatic results. Lastly, there is the question of the prevention of relapses of granuloma annulare. Bearing in mind the possibility of a tuberculous actiology, one would recommend a regime designed to increase the patient's immunity, but I have not found any study of comparative series of cases of granuloma annulare to indicate that this general therapy is, in fact, successful in preventing recurrences. Nor does there seem to be any published series of cases comparing the different methods of treatment mentioned above, as to their relative success in tweatment and the liability to recurrence. Dr. F. S. Airey: Some members mav recall a case of this disease which I showed before this Section in April 19401. The child had a greatly enlarged cervical gland, which was a fluctuant mass at the time of the demonstration. It preceded the eruption of typical granuloma annulare, which was scattered over the face, limbs and trunk. Some of the lesions cleared Up spontaneously, to be followed by others in various sites. The child also had what I preferred to call lichen scrofulosorum, on the trunk and arms.
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The surgeons were reluctant to touch the gland mass and I was anxious to see if the lesions would respond to conservative treatment. However, Dr. Gray suggested that the gland mass should be removed and this was done. Resolution of the lesions of granuloma annulare soon followed. Carbon-arc light baths wvere given and after six months all trace had gone. But the eruption of lichen scrofulosorum persisted. It was suggested that these lesions were actually commencing granulomata, but thev never proceeded as such; the eruption remained stationary. I think in this case it was quite clear that the etiology is likelv to have been tuberculous, in view of the satisfactory response to therapy.
Another case of granuloma annulare showed a tuberculouLs dactylitis in the vicinity of the lesion, which was on the hand.
The granuloma responded well to contact X-ray bv Chaoul's method. Treatment was left to a radiotherapist, who gave a larger dose than is our habit. In my last six cases this method of treatment has been emploved: there has been slight telangiectasis in some, which is regrettable, but all have shown a good response.
Dr. R. Klaber: We have allowed ourselves to become obsessed with the question of the tuberculous aetiology. It seems to be generally agreed that there is a small percentage of cases which do show such a definite tuberculous background, just as there is a similar percentage in cases of lupus erythematosus. But we have already passed the stage when we have been content to consider only that possibility in lupus erythematosus. If there is no such evidence we look elsewhere. It is verv interesting that Dr. Barber and Dr. Forman should already be looking for streptococcal foci and it mav be that these will be forthcoming in a further percentage of cases. But in oUr present ignorance we might well look still further afield and consider other possibilities. however rare or remote.
Two vears ago Dr. Brain showed a case here which had occurred in a diabetic (Proc. Roy. Soc. Med., 32, 1403 (Sect. Dermat., 79) ). I have seen two cases in diabetics. So far as I am aware, there is no literature on the possible connexion between diabetes and granuloma annulare. There is a further diabetic interest in the occasional clinical and constant histological resemblance betwveen granuloma annulare and necrobiosis lipoidica diabeticorum. All the early cases of necrobiosis lipoidica were associated with diabetes, but there is now a long list of cases without this association.
I have recently seen a case of granuloma annulare vhich occurred at the site of rupture of a finger tendon, soon after the occurrence of this injury. Although in most cases of granuloma annulare no history of trauma is obtained, it does seem possible from the predilection of the lesions for the knuckles and other bonv points that minor traumata mightlplav some role in causation.
Dr. H. W. Barber: Granuloma annulare must be regarded as belonging to a group of eruptions that includes erythema multiforme, erythema annulare centrifugum, and lupus erythematosus. One may regard each of these eruptions as a specific entitv and due to an infection as yet undiscovered, or that it is a non-specific reaction to circulating bacteria or toxins which differ in different cases.
Although in a considerable proportion of cases erythema multiforme is due to streptococcal sensitization, it is frequently associated with recurrent herpes simplex, and some of mv cases have led me to suppose that it may be at times a generalized reaction to the herpes -virus. The association was pointed out in a paper by Dr. Forman ancd Dr. Whitwell some vears ago (Forman, L., and Whitwell, G. P. B. (1934), Brit. J. Dernmat. & Syph., 46, 309) . The case I have in mind is a woman who for long has been subject to recurrent attacks of the two eruptions. I saw her once in an attack, and again about a fortnight later by which time one of the lesions of erythema multiforme had become transformed into a tvpical patch of granuloma annulare. Dr. Gray confirmed my observation. The same transformation has occurred occasionally since then.
Dr. F. Hellier: There is a great histological similarity between granuloma annulare lesions and the rheumatic nodules. This is interesting because granuloma annulare occurs on the extensor surfaces and has other points in common with rheumatic nodules. The French believe that rheumatoid arthritis is caused by tuberculosis, and on that basis Forestier started to treat arthritis with gold. Although we do not admit the theory, he had successful results, and it might be suggested that granuloma annulare would respond to gold treatment. Dr. J. E. M. Wigley: I should like to quote Dr. Sequeira, who had an enormous clinical experience, and whose teaching was that although occasionally some theory was put forward about granuloma annulare being associated with tuberculosis, in his experience the condition almost invariably resolved spontaneously, although it might take a long time to do so. In that connexion it is unjustifiable to risk incurring telangiectasis, for condition which in the large majority of cases gets well without any treatment.
The President: I agree that it is unjustifiable to risk giving X-rays or any other form of cicatrizing treatment in a-condition which eventually clears up spontaneously.
SO-CALLED MONILIA INFECTIONS OF THE NAIL FOLD
Dr. Godfrey Bamber: Everyone here is well acquainted with this condition, although only so far back as 1927 Dr. MacCormac wrote that he believed this type of monilia infection to be of singular rarity. Monilia can be cultured from smears taken from beneath the affected nail folds and, from 'the solitary bead of pus that occasionally appears in the majoritv of cases; but occasionally no fungus is found, only bacteria, most otten staphvlococci, -but sometimes other organisms such as B. coli and B. proteus.
Whether this monilia infection is the~p rimary lesion is debatable; first because the dermatologist seldom has the opportunity of seeing and making cultures from the lesion soon after its onset. The swelling of the nail fold and its separation from the nail plate have generally been present for weeks and even months before the patient seeks expert advice. Secondly monilia is not uncommonly present on apparently normal skins, and so mav be a secondary invader. On the other hand the affection is almost entirely confined to women-I can recall only three men, two chefs and a potman-who handle foodstuffs that harbour and nourish monilia. Another interesting point to which Dr. Twiston Davies first drew my attention is the relatively high incidence of cold cyanotic hands in this type of patient.
Where the affection is already present, one of the early signs of extension to hitherto unaffected nail folds is the separation of the fold frorm the nail plate. Trauma from the misuse of orange sticks and cuticle removers has been suggested as a cause of this separation, but many hospital patients do not use these cosmetic aids. A slight separation of the nail folds is common in occupational dermatitis when the eczematous reactioAi extends to the distal phalanges, but the sulcus is not so deep, and the bolsterlike swellings and the acutely painful exacerbations characterizing the so-called monilia infections seldom occur. If the infection be monilial, it is curious that it never seems to lead to moist erosion of the upper layers of the epidermis on and in the nail fold, a feature of the same infection in intertriginous areas; on the contrary the grooves often look dry and hard, and the firm bolsterlike swellings give the impression that the inflammatory reaction is chiefly in the subcutaneous tissues. The degree of reaction may perhaps be due to the virulence of the infection or to a supersensitive state of the tissues. With the latter alternative one might expect to find agglutination and complement-fixation reactions in the blood, but investigations on these points have not given conclusive results. Intradermal reactions with oidiomycin are likewise unreliable diagnostic aids.
